SUMMARY: Hypertension can be considered a national burden: 1 in 3 American adults are hypertensive, lifetime risk of developing hypertension exceeds 90%, and the total direct costs related to hypertension and its complications approaches $49.3 billion. The risk of CVDs doubles for every increment of 20/10 mm of mercury increase in blood pressure (BP), starting at 115/75 mm Hg. Untreated elevated systolic BP may galvanize artery stiffness, and coronary heart disease (CHD) risk rises as systolic BP rises. Thus, emphasis on diastolic pressure as a risk assessment tool can be misleading, particularly in advanced age.
CONCLUSION: Other risk factors for CHD include elevated cholesterol, low high-density lipoprotein cholesterol (HDL-C), smoking, and diabetes. The relative risk of cardiovascular death is increased in hypertensive patients with history of stroke, diabetes, and kidney disease. Finally, metabolic syndrome, consisting of obesity, low HDL-C, and elevated BP, triglycerides, and fasting glucose, affects 47 million people and increases diabetes and CVD risk. Throughout life, systolic (but not usually diastolic) BP increases. 4 In patients who have passed their 50th birthday, systolic blood pressure (SBP) is critical. Yet, many people at 70 are normotensive if only diastolic blood pressure (DBP) is examined. 4 The prevalence of isolated systolic hypertension, isolated diastolic hypertension, and combined systolic/diastolic BP varies by age and gender data. Franklin et al. elucidated age-related changes in BP in normotensive and untreated hypertensive subjects using a population-based cohort (N = 2,036) from the original Framingham Heart Study. 3 After excluding subjects being actively treated for hypertension, they identified a linear rise in SBP from age 30 through 84 years and concurrent increases in DBP and mean arterial pressure. After age 50 to 60 years, DBP decline is consistent with increased large artery stiffness. Untreated elevated SBP may galvanize artery stiffness, creating a vicious cycle. This effect was observed independent of gender. The climb in systolic pressure was more dramatic in older females than in males. In fact, in hypertensive patients aged 65 to 89 years, elevated systolic hypertension predominates regardless of gender. Among patients aged 69 to 80 years, systolic hypertension represents 8% and 69% of all hypertension diagnosed in men and women, respectively. 5 Thus, emphasis on diastolic pressure as a risk assessment tool can be misleading, particularly in advanced age. 6 
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Multiple Risk Factors The Multiple Risk Factor Intervention Trial (MRFIT) Research
Group assessed the combined influence of BP, serum cholesterol level, and cigarette smoking on death from CHD, with a special emphasis on age. Using a large sample (N=316,099 men) who had been followed for 12 years, the group identified strong associations between SBP above 110 mm Hg and DBP above 70 mm Hg and mortality due to CHD, with SBP being a stronger predictor of death than DBP. Patients with BPs of 160/80 mm Hg were at the same risk as those with BPs of 160/100 mm Hg, indicating that a "normal" diastolic pressure was of little consequence. CHD risk rises as SBP rises. 7 A concurrent diagnosis of diabetes compounds risk. Using data from MRFIT, Stamler et al. examined CVD mortality among 5,163 men who reported taking medication for diabetes. 8 After 12 years, absolute risk of CVD death among diabetic men was 3 times higher than that of nondiabetic men regardless of age, ethnicity, and other risk factors. For a diabetic, cardiovascular mortality per 10,000 patient-years at any level of BP is a much higher risk than for somebody who is not diabetic.
Research has confirmed a "multiplier effect" for systolic pressure when several risky conditions are present. With kidney disease or end-stage renal disease, the relative risk approaches 2.8. Stroke incurs a relative risk of 2.7, and coronary disease increases relative risk 1.5 times. [9] [10] [11] So systolic pressure drives cardiovascular risk as gasoline fuels fire.
The 10-year risk for CHD is clearly associated with SBP and is further influenced by other risk factors: elevated cholesterol, low high-density lipoprotein cholesterol (HDL-C), smoking, and diabetes. Clinicians must examine each individual' s entire risk profile. 12 
Add Obesity to the Mix
Obesity is an issue unto itself, and metabolic syndrome is a growing concern. Obesity is now considered epidemic, and metabolic syndrome is an interplay of lipids, BP, and obesity. Forty-seven million people have metabolic syndrome. The diagnosis requires 3 or more of the following: obesity, low HDL-C, a BP in the prehypertensive range above 130/85 mm Hg, elevated triglycerides, and elevated fasting glucose. 13 Metabolic syndrome increases diabetes and CVD risk. Mexican Americans have the highest ageadjusted prevalence (31.9%) of metabolic syndrome, followed by whites (23.8%) and African Americans (21.6%), who have similar incidences within their populations. 2 Obesity is a real problem, wherein 5% of males aged 12 to 19 years have metabolic syndrome, doubling in prevalence to more than 10% in males aged 30 to 39 years and reaching 45% in males aged 60 to 69 years. Approximately one third of Americans between the ages of 50 and 59 years of both genders have metabolic syndrome. 14, 15 Figure 2 demonstrates how the atherogenic consequences of metabolic syndrome are blatant. Excessive weight causes insulin resistance (difficulty using insulin in the periphery for metabolism).
Insulin becomes elevated with obesity because higher insulin levels are necessary to send glucose into the cells. The beta cells in the pancreas become exhausted, increasing the risk of diabetes. Elevated serum fat content leads to dyslipidemia. The triad of hypertension, elevated lipids, and elevated risk for diabetes contributes to inflammation and accelerated risk of developing atherosclerosis. 
